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WEST COAST ENERGY CRISIS

The SPEAKER pro tempore (Mr.
TIBERI). Under a previous order of the
House, the gentleman from California
(Mr. GEORGE MILLER) is recognized for
5 minutes.

Mr. GEORGE MILLER of California.
Mr. Speaker, those of us living in Cali-
fornia have reached a critical point in
determining how Congress and the
President will address the West Coast
Energy Crisis.

Earlier today, the House Committee
on Energy and Commerce canceled its
consideration of a bill that would have
prevented price-gouging and blackouts
in California and other Western States.
The President and the Federal Energy
Regulatory Commission have said ‘‘no’’
time after time to Californians. Now it
looks like the Republicans in Congress
are saying ‘‘no’’ to California; also,
‘‘we will not help you.’’

This is very disturbing. The West
Coast energy crisis threatens not only
the health of our economy, but the
health of our citizens, because the
blackouts roll out through hospitals,
through disabled individuals living in
their own homes, in nursing homes and
other facilities across our State. The
President has said no. The Federal En-
ergy Commission has said no, because
they believe that price caps will not
help the situation.

The President recently said in his
visit to California that price caps
would not help California, they would
not increase supply or reduce demand.
Yet we see that 10 of this Nation’s lead-
ing economists wrote the President to
politely disagree with him. They, in
fact, made a very strong case. The
cost-based price caps temporarily,
until the energy supply can be reached
in California, would, in fact, help sta-
bilize, stabilize the supply of energy to
California.

A majority of Americans recently ex-
pressed their opinions in the Wash-
ington Post, where 58 percent said they
favored temporary price caps. Much of
the energy crisis in California is be-
yond our own control, and certainly in
the rest of the West. Because we are in
the second driest year on record, we do
not have the water behind the dams be-
cause of the drought to create hydro-
electric power. The American people
understand this, but the Republicans in
Congress do not, the President of the
United States does not, and the Fed-
eral Energy Regulatory Commission
does not.

What is very disturbing is we
watched the President develop an en-
ergy policy as we started to see the
closeness between the administration,
the White House and America’s main-
line energy companies. This past week-
end we saw disclosed the strong per-
sonal financial ties of top members of
the Bush administration’s energy team
to those very same energy generators.
Many of us have been concerned about
this for some time, but we now saw evi-
dence of it.

Chief political strategist Karl Rove
had a $100,000 to $250,000 investment in

Enron, one of the major marketers of
energy on the West Coast. Lawrence
Lindsay gained $50,000 as a consulting
fee from Enron. Condoleeza Rice, the
National Security Advisor, $250,000 to
$500,000 in Chevron and earned $60,000
as the director on the Chevron Board of
Directors. Clay Johnson, director of
the President’s personnel, held stock
valued between $100,000 and $250,000 in
El Paso Energy Partners, a Houston oil
and natural gas company, involved in
the West Coast energy problems. The
Washington Post also says that Mr.
Johnson has been involved in selecting
the people who will serve on the Fed-
eral Energy Commission, the very
same people who will be regulating the
companies in which he has a financial
interest. Many of us were concerned
that they were creating an office of
special interest in the White House,
and I think that concern is starting to
come forward.

Mr. Speaker, one of the things that is
kind of interesting is when we look at
the President’s energy policy and we
look at the annual report of Exxon-
Mobil, we find that many of the same
consistencies are there. We see in the
President’s energy policy that he
shows us that, in fact, they have en-
ergy for a new century, and here we
have offshore oil drilling that is famil-
iar to us; we have been doing it for
many, many years. When we pick up
the Exxon-Mobil annual report, we see
the same dedication. This is not about
energy for a new century, this is about
an old fossil fuel-dependent economy
from which America must move on.

Exxon wants to highlight its drilling
techniques. We see the drilling tech-
niques that show us that from one rig
one can drill a number of different
pockets of oil, one can do directional
drilling, and one can reduce the supply.
We go back to the President’s energy
policy, and we see that, in fact, we
have essentially the same graphs, the
same pictures, telling us that this is
the way that we can get into the
ANWR Wildlife Refuge, that if we drill
it just the way that Exxon told us we
could in their report, all things would
be fine and there would be no environ-
mental damage. Again, we see the
closeness of the two. It goes on until
we see the same points being made
about refinery capacity, the same pic-
tures, the same discussion.

The time has come for the adminis-
tration to separate itself from a very
old and tired energy policy, and to
move on and engage the full ingenuity
and the talent of the American econ-
omy and its creative energies and to
move on to renewables, to move on to
replaceable energy supplies so that
America, in fact, can move on with its
economy and its families will not have
to continue to be gouged because of the
greed of the same energy generators
who are doing it on the West Coast of
the United States.

SUGGESTIONS FOR IMPROVING
THE ADMINISTRATION OF MEDI-
CARE
The SPEAKER pro tempore. Under

the Speaker’s announced policy of Jan-
uary 3, 2001, the gentleman from Iowa
(Mr. GANSKE) is recognized for 60 min-
utes as the designee of the majority
leader.

Mr. GANSKE. Mr. Speaker, since
1965, when Medicare was enacted, vir-
tually all senior citizens and most peo-
ple with disabilities have been able to
access mainstream medical care. Each
working day, Medicare beneficiaries
make almost 1 million physician visits.
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Medicare serves 39 million Ameri-

cans, and deals with about 1 million
health care providers: doctors, nurses,
hospitals, nursing homes, and others.

Since 1974 when, as a medical stu-
dent, I first started seeing patients,
and for the next 20 years as a physician
prior to coming to Congress, I saw
firsthand how important Medicare was
to my patients. Medicare has been a
very important part of our Nation’s
health care system, and I want to pre-
serve and protect it.

A couple of years ago, I served on the
Bipartisan Medicare Commission: I re-
signed after I became concerned that
my very active role in the bipartisan
patient protection legislation would af-
fect the chances of consensus being
reached on the commission.

However, based on my past experi-
ence actually working with Medicare
patients, after culling from my work
on the commission, and after listening
and learning from testimony before the
Subcommittee on Health and the Envi-
ronment, on which I sit, I have a few
suggestions for improving Medicare’s
administration.

Mr. Speaker, these suggestions are
not about sweeping Medicare reform.
They do not deal with the long-term
solvency of Medicare when the baby
boomers retire. Those types of ‘‘big pic-
ture’’ decisions are beyond the scope of
what my remarks are about today.

I make this observation: to ensure
the long-term survival of Medicare, ad-
ditional funding will be necessary. And,
contrary to the intentions of others,
‘‘Medicare reform’’ will not pay for a
prescription benefit and will not ensure
the long-term solvency of the program
without additional funds. The demo-
graphics and the costs of services and
supplies are a factor we will have to
deal with when we are talking about
the baby boomers in Medicare.

I recently asked Secretary of Health
and Human Services, Tommy Thomp-
son, who was testifying before my com-
mittee, two questions: First, ‘‘Do you
think senior citizens are being over-
treated in Medicare’’; second, ‘‘Do you
think Medicare providers are over-
paid?’’

He replied that, with the caveat that
we always need to be vigilant against
abuse, it was not his experience as a
Governor of Wisconsin that senior citi-
zens in general were being overtreated,
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or that providers were being paid too
much.

I agree with him. It is certainly the
case in Iowa, where our reimbursement
rates rank right at the dead bottom of
the Medicare rates. I believe that any-
one who thinks that ‘‘Medicare re-
form’’ is going to save much money is
going to have to consider either tighter
price controls or further rationing of
care or both.

Mr. Speaker, that does not mean that
we in Congress should not consider a
more rational way of structuring the
program, or that we should not learn
from other health care delivery sys-
tems, or that we cannot introduce or
maintain choice in the system. It does
not mean that dealing with Medicare’s
future cash short-falls is not impor-
tant. It really is. It is one of the big en-
titlement programs we are going to
have to deal with.

However, Mr. Speaker, in addition to
the big picture concerns about Medi-
care, there are increasing concerns
about Medicare’s current complexity,
the difficulties that both the bene-
ficiaries and providers have in under-
standing its operations and the deci-
sion-making processes, and its failure
to communicate to and to serve them
effectively.

Until we deal with the big picture
issues, the traditional fee-for-service
public part of Medicare is going to be
around for a long time, especially in
the less urban areas.

So I think we need to address the
‘‘little picture’’ ways in which the
Health Care Financing Administration,
known as HCFA, implements Medicare
policy. It would be easy to call HCFA a
‘‘bureaucratic monster.’’ Having dealt
with HCFA from the perspective of a
doctor, I appreciate the frustration in
dealing with this agency that I hear
from my fellow medical colleagues,
from Iowa’s hospital administrators
and from other health care providers.

There are now over 110,000 pages of
Medicare rules, policies, and regula-
tions. In a recent AMA survey, more
than one-third of the 653 responding
physicians reported spending 1 hour
completing Medicare forms and meet-
ing administrative requirements for
every 4 hours of patient care.

Physicians are now filling up vol-
umes of charts for documentation, not
for the patient, but for the govern-
ment. The additional paperwork in pa-
tients’ charts can actually impede or
delay necessary care as the doctor
sorts through voluminous paperwork
trying to find the truly relevant infor-
mation.

I am not here to bash the people who
work in the agency, who by and large
try to do their job. HCFA has been un-
derfunded, and Congress has to share
some blame for how poorly the system
sometimes functions, because Congress
frequently gives HCFA very complex
and sometimes conflicting tasks, usu-
ally without necessary resources.

Furthermore, some of the problems
are inherent in the way Medicare was

set up to use the regional inter-
mediaries. Some criticize HCFA’s lack
of national uniformity, but others
criticize its lack of flexibility and its
proscriptiveness. It is not easy drawing
the right line between all of these con-
cerns. Nevertheless, there are many
ways that Medicare and HCFA function
that not only lack common sense but,
in my opinion, are blatantly unfair and
unjust.

Take the case of Dr. Taylor, a Flor-
ida physician who received notice from
Medicare requesting a refund of
$66,960.01 for an alleged overpayment,
to be paid within 30 days. So Dr. Taylor
sent the refund to Medicare, and he re-
quested a fair hearing.

It was more than 1 year before the
hearing date. In the meantime, Medi-
care sent a letter to his patients stat-
ing that they had been overcharged and
that a refund was due them from their
doctor. Of course, that was pretty bad
for that doctor’s reputation, and it
hurt his practice.

After his hearing 1 year later, it was
determined all but $584.91 of the claims
reviewed were accurate, and he was en-
titled to $66,357.10 back from the agen-
cy. But, it took another 15 months be-
fore he received the refund. No letter
was sent to his patients explaining
HCFA’s mistake, and he was told by
Medicare to forget about collecting
any interest on his funds that were
held by Medicare for 15 months.

Or take the case of a neurologist in
good standing in New York who moved
to Florida. He has not been able to get
a Florida Medicare number for 4
months because of bureaucratic red
tape. Since 60 to 70 percent of his pa-
tients are Medicare beneficiaries, he is
running out of money to keep his prac-
tice going.

Or how about Dr. Wilson, an internist
who gave influenza shots to patients?
Bills were sent to the Medicare carrier
and payment was sent for the shot, but
not for the visit. The carrier was called
and Dr. Wilson was told to use a num-
ber 59 modifier. The carrier agreed that
the rule had not been advertised in
Medicare publications, but that Dr.
Wilson could buy a subscription to the
information for $265. So now he has to
pay HCFA to get the information he is
supposed to have.

Dr. Wilson asked if he could resubmit
the bill. The carrier said no. Dr. Wil-
son’s office manager was subsequently
told by a Medicare staffer that the car-
rier was in error. After a long time and
a lot of hassle, he was finally properly
reimbursed.

Or how about the cardiologist who
went through prepayment review, i.e.,
an audit, for 793 claims. These claims
were worth about $50,000. The cost to
his practice of processing and pro-
ducing documentation and reprocessing
was $44,000. Eight denied claims, for
which service was provided but for
which the physician and his staff ulti-
mately decided they did not have suffi-
cient documentation, were ultimately
worth $356.

Or consider this example. In March,
1999, an elderly man in heart failure
was seen for 50 minutes by his doctor.
The physician billed Medicare for a
level 5 visit based on counseling serv-
ices and the time required. The physi-
cian documented the time he spent
with the patient. It was consistent
with HCFA guidelines.

This service was denied by the car-
rier in February 2000. When the denial
was appealed, the HCFA official held
that the coding was based on time and
was irrelevant, and thus, downcoded
the service. This ruling was made de-
spite a clear directive from national
Medicare, from the Medicare carrier’s
manual, that the carrier should pay for
counseling services when appropriately
documented.

Thus, in this case the physician pro-
vided a medically necessary and appro-
priate service. He documented it cor-
rectly, and ultimately required 2 years
and a hearing to be paid part of the ap-
propriate fee. By the way, since the
amount was for less than the $500 min-
imum required for appeal, the doctor
had no administrative appeal rights.

These inconsistencies are not iso-
lated instances. In Minnesota, for in-
stance, there are 107 local medical re-
view policies by the Medicare carrier.
Just across the river in Wisconsin,
there are 244 local medical review poli-
cies. Minnesota has nine policies for
cardiovascular disease, Wisconsin has
27. I daresay that the heart care in
Minnesota is just as good as the heart
care in Wisconsin.

Years ago when I was in reconstruc-
tive surgery practice in Des Moines,
Iowa, Medicare stopped giving prior au-
thorization for certain types of recon-
structive surgery. For example, some
elderly patients have such droopy
upper eyelids that they cannot see lat-
erally. That is a hazard when they
drive. They cannot see a car alongside
them when they are on the freeway. I
would point out that this hazard is not
just to them, but to other drivers on
the road as well.

What I would do is I would give a vis-
ual field examination; send the patient
to an ophthalmologist, get a consulta-
tion. They do tests to see how much vi-
sion was lost. Then I would take some
pictures. Then I would include all of
that information in a letter to the
HCFA carrier requesting prior author-
ization, just so that the patient would
know that their surgery would be cov-
ered by Medicare and would not be con-
sidered ‘‘cosmetic.’’

However, a number of years ago,
HCFA said, ‘‘We are not doing prior au-
thorizations anymore. Tell the patient
we will look at the case afterwards and
then decide whether we will pay for the
service.’’
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Well, this haphazard policy scares a
lot of elderly from getting the care
that they need. If a carrier makes a de-
cision to deny the claim after the fact
as being noncovered, the provider has
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no right to appeal and then he must
bill the patient.

This is not just about surgery. Can-
cer, heart disease, hypertension, diabe-
tes are common conditions in elderly
Americans. Those conditions are often
treated with medications. In all these
conditions, the patient’s status may re-
main stable, but it is important to reg-
ularly evaluate the patient’s disease to
make certain the medications are sat-
isfactory. These services are part of the
continuing care of patients, and they
should not be subject to an arbitrary
local decision concerning coverage.

Mr. Speaker, hospitals are in the
same position with HCFA as physi-
cians: overwhelming paperwork, con-
fusing rules, punitive penalties for hon-
est mistakes. Some rural hospitals
have almost as many billing clerks as
they do beds. Memorial Hospital in
Gonzales, Texas has 33 beds, and it has
a billing staff of 20 employees.

Northwestern Memorial Hospital in
Chicago spends more than 3,200 staff
hours per month sorting through Medi-
care billing requirements alone. This
year alone, Northwestern Memorial
Hospital is adding 26 new employees
solely to ensure compliance with regu-
lations.

Direct care is affected, too. A cardi-
ologist recounts how when he made
rounds one day on one of the hospital
floors, two nurses were taking care of
patients and the other six nurses were
checking documentation to make sure
it complied with Medicare regulations.

A critical care physician whose prac-
tice staffs a local hospital 24 hours a
day and who actually advises the car-
rier on coding issues is now going
through a post-payment audit. In years
past, the carrier has cited that physi-
cian as providing laudable care. How-
ever, the carrier has denied the physi-
cian’s nighttime critical care claims.

Now, since his practice staffs the hos-
pital 24 hours a day, 7 days a week, I
would suggest that it is absurd to sug-
gest that patients do not require care
in the middle of the night. In fact, this
24-hour-a-day service resulted in reduc-
ing mortality rates in that hospital.

Secretary Thompson, in his con-
firmation hearing said, ‘‘Patients and
providers alike are fed up with exces-
sive and complex paperwork. Com-
plexity is overloading the system,
criminalizing honest mistakes and
driving doctors, nurses and other
health professionals out of the pro-
gram.’’ I agree.

So what can Congress do? Well, the
following is a list of about 25 sugges-
tions that I have. It is not comprehen-
sive. Some are specific; some are gen-
eral. Many of these are garnered from
testimony before my committee. But I
think if we would implement these, it
would go a long way towards helping
the Health Care Financing Administra-
tion work better. I will try not to get
too technical.

First, the Medicare Regulation and
Regulatory Fairness Act of 2001, known
on Capitol Hill as MRRFA, H.R. 868, in-

troduced by the gentleman from Penn-
sylvania (Mr. TOOMEY) and the gentle-
woman from Nevada (Ms. BERKLEY)
would require HCFA contractors to
educate physicians and providers as to
coding, documentation and billing re-
quirements so that fewer billing errors
ultimately occur.

The approach by HCFA should be
education rather than heavy-handed
audits. MRRFA would also provide
health care providers with greatly
needed due process rights in those post
payment audits.

Number two, last August, the pre-
vious administration issued regula-
tions that would require physician
practices to treat Medicaid patients
and other program beneficiaries to in-
clude, at their own expense, the cost of
hiring trained clinical interpretors to
assist those patients who have limited
English proficiency.

Mr. Speaker, I was in practice for
quite a while. There are a lot of immi-
grants in Des Moines, Iowa: Hispanic,
African, Bosnian. Many would come to
my office without being proficient in
English, so we would make arrange-
ments to have a translator. It would be
a member of the family. It would be a
friend who spoke English. It would be a
person who works with a nonprofit
agency or a religious institution that
was helping those immigrants get set-
tled. We could work it out. This regula-
tion needs to be looked at.

Number three, we need to look at the
Emergency Medical Treatment and
Labor Act, or EMTALA. HCFA has
been attempting to expand the scope of
this bill to reach well beyond hospital
emergency departments to encompass
nonemergency inpatient facilities and
hospital outpatient department care.

We need to seriously consider the ef-
fect of those regulations, and we need
to look at the EMTALA law itself. We
need to and see how well it is working
and the implications that it has had in
terms of our oversight and the ability
for emergency rooms to staff the type
of specialty care that they need.

Number four, Congress should require
the Secretary of Health and Human
Services to publish in the Federal Reg-
ister, no less than a quarterly basis, a
notice of availability for all proposed
policy and operational changes which
can affect providers and suppliers. This
would include, but not be limited to,
changes issued through amendments in
the carrier manuals.

The Secretary should require con-
tractors to notify all providers and
suppliers in their service area of such
changes within 30 days of the Federal
registered notice. The Secretary should
further provide that any changes
issued in the final form should take ef-
fect no earlier than 45 days from the
date of such final change in the Federal
Register.

Number five, Congress should require
the Secretary of Health and Human
Services to create and distribute a
user-friendly manual that contains all
the information necessary for medical

Medicare compliance. The manual
should be organized and accessible. It
should be on-line. It should be free. One
should not have to pay $265 for a Medi-
care manual when it is required to fol-
low the rules. It should contain, in ad-
dition to actual regulations, a sum-
mary of each issue, including questions
and answers.

Number six, Congress should require
the Secretary of Health and Human
Services to develop a site on the Inter-
net, something that people can access,
where Medicare providers and suppliers
can post questions and obtain feedback
to understand what those regulations
are.

Number seven, Congress should re-
quire the Secretary of Health and
Human Services to furnish all edu-
cation and training materials and
other resources and services free of
charge to providers, eliminating user
fees. This Congress, for many, many
years, opposed the user fees that the
Clinton administration wanted to im-
pose on a wide variety of areas. This
should be no different.

Number eight, Congress should in-
struct Health and Human Services to
provide better oversight of its contrac-
tors to ensure a more uniform applica-
tion of national policies and a more ef-
ficient administration of the Medicare
program.

Number nine, this cuts across a lot of
providers, we need to look at and fix
some of the costly and needlessly bur-
densome HPPA medical privacy regula-
tions. I am encouraged by Secretary
Thompson’s decision to re-open the pri-
vacy rule for comments and urge him
to spend the effective date and fix the
rule. I believe a better privacy rule
would benefit patients and providers
alike. Many provisions in the time rule
and the aggressive implementation
schedule were written without consid-
eration of the impact on patient care.

Number 10, emergency services need-
ed to stabilize patients should not be
denied payment. Participating pro-
viders in the Medicare program are re-
quired to screen any individual who
comes to the emergency department to
determine whether that person has an
emergency medical condition or is a
woman in active labor, and if so, to
stabilize him or her. To adequately
screen and stabilize a patient, hospitals
often employ ancillary services that
are routinely available to the emer-
gency department. Medicare some-
times denies payment for the services
furnished in the emergency department
because they exceed the ‘‘local medical
review policies or utilization guidelines
for coverage.’’ We need to look at that.

Number 11, we need to limit data col-
lection to what is necessary for pay-
ment and for quality. Prospective pay-
ment systems should be simple, pre-
dictable and fair. Unfortunately, the
patient assessment tools for skilled
nursing, rehabilitation and home
health are far from ideal. In fact,
HCFA has devised three separate in-
struments, the outcome and assess-
ment information set, the minimum
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data set, and the MDSPAC, which col-
lects a lot of extraneous information.
They lack statistical reliability and
are extremely burdensome to many
providers. We need to look at that.

Number 12, we need to provide ade-
quate and stable funding levels to the
HCFA carriers. We need to assure ade-
quate funding levels so that the con-
tractors can perform the range of func-
tions necessary for an efficient oper-
ation of the Medicare program.

If I, as a physician in Des Moines,
Iowa, have to deal with my local Medi-
care carrier, and they only are pro-
vided enough funds for a couple of em-
ployees, then I am going to have long
waits, and my patient are too. This is
something that Congress needs to look
at.

Number 13, we need to avoid counter-
productive reforms. We need to look at
the way that we award contracts for
the carriers. I am concerned about
fragmenting and weakening the Medi-
care administration. This has broader
implications as well. Some people are
proposing that we break apart certain
functions from Medicare. I would be
very careful of that, particularly on
the bigger issue of prescription drugs.

Number 14, we need to direct HCFA
to utilize a consistent standard for the
calculation and application of the ‘‘low
cost or charges’’ rule during the transi-
tion from cost reimbursement to the
prospective payment system for home
health care.

Number 15, we need to eliminate the
inappropriate demands for documenta-
tion to support reimbursement claims
by requiring fiscal intermediaries to
adhere to professional auditing stand-
ards and generally acceptable account
practices. That should be a no-brainer.

Number 16, we need to restrict
HCFA’s ability to demand financial
records from commonly owned or con-
trolled organizations that do not have
financial transactions with a Medicare
home health agency. It is not their
business.

Mr. Speaker, some of these will be a
little bit more generic, and some of
these are suggestions that were made
before my committee by Bruce
Vladick. Dr. Bruce Vladick, is the re-
cent administrator for the Health Care
Financing Administration. Mr. Vladick
and I served together for a while on the
Medicare Commission. I respect his
opinions a lot. Many of these sugges-
tions are ones that he has made to Con-
gress.

Number 17, despite significant im-
provements through the Medicare
handbook, the beneficiary hotline and
Medicare Internet site and the program
of the size of Medicare, the bene-
ficiaries need, not just the providers,
they need better customer service.
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So we should improve the customer
service by ensuring that each bene-
ficiary has access to an individual to
assist with Medicare problems. We
should contract for at least one Medi-

care representative for every Social Se-
curity office in the country. That is
like an ombudsman.

Number 18: We should reduce uncer-
tainty and unplanned spending by re-
quiring carriers to provide bene-
ficiaries and providers advance guid-
ance on certain procedures and serv-
ices. This gets directly to what I was
talking about earlier on the issue of
prior authorization.

Number 19: Beneficiaries are sub-
jected to too much and confusing pa-
perwork, particularly if they have
Medigap coverage. So a solution would
be to reduce paperwork by requiring
Medicare and Medigap health insur-
ance carriers to transfer information
and claims to one another electroni-
cally.

Number 20: This is really important.
A lot of providers for Medicare are op-
erating in an atmosphere of distrust
and fear because of accelerated fraud
and abuse activities. Make no mistake,
we need to be firm and strong on pre-
venting fraud and abuse. However, at
the same time, we need to be fair; and
we should not be counterproductive.
And so to increase the comity and the
provider confidence in the Medicare
program, we should eliminate, in my
opinion, the application of the False
Claims Act to bills submitted by pro-
viders. We are talking about, in some
of these situations, the mere slip of a
finger, where one number could be re-
corded wrong on a form and then that
physician could be held criminally at
risk. That needs to be looked at.

Number 21: Many providers cannot
obtain assistance with their Medicare
questions. So to fix that we should im-
prove customer service by assigning
each provider an account executive and
increasing the number of contractor
and HCFA staff to interact with the
provider. We should provide the patient
an ombudsman, and we ought to pro-
vide the providers a similar service.

Number 22: The paperwork require-
ments for physicians, particularly sur-
rounding the documentation of evalua-
tion and management activities, is
very, very onerous. I hear this from my
colleagues all around the country. Oh
boy, you ought to read the volumes to
try to figure out how you code and
then bill for an office visit. We should
reduce paperwork by replacing those
EMM codes with a simpler classifica-
tion system. There are a number of
ways we could look at doing that.

Number 23: HCFA’s response to issues
and problems is slowed considerably
because of the multiple layers of bu-
reaucracy in the Department of Health
and Human Services and competing
constituencies. So in order to improve
responsiveness and timeliness, we
should, I think, at least consider estab-
lishing HCFA as an independent agen-
cy. I am not, however, in favor of split-
ting functions away from HCFA.

Number 24: I have mentioned this be-
fore in this talk, but Medicare oper-
ations are severely underfunded. It re-
duces the efficiency, timeliness and

customer service. To improve customer
service and efficiency we should fund
HCFA operations from a trust fund
similar to that of the Social Security
Trust Fund.

Number 25: With new life-enhancing
technologies, the Medicare process to
determine whether a new item or serv-
ice will be covered is slow, confusing,
and very contentious. We had testi-
mony before Congress from Art
Linkletter. He said it is just a shame
that it can take up to 5 years to get an
authorization for a new treatment or a
new medical technology, and I agree.
And we ought to assure availability of
up-to-date but effective technologies
by looking at an independent advisory
board.

Number 26: The efficient organiza-
tion, performance, and oversight of
Medicare fiscal intermediaries and car-
riers is hampered by legislative prohi-
bitions against competition and finan-
cial incentives for good performance.
We should improve contractor perform-
ance by modernizing the legislative au-
thorities, including the authority to
compete for contracts and to finan-
cially reward good performance.

Well, Mr. Speaker, that is a lot of de-
tail, but my committee, the Sub-
committee on Health of the Committee
on Energy and Commerce, is working
on HCFA reform bill now. We are put-
ting together a bill on this.

I want to finish this special order
with a quote from Dr. Bruce Vladeck,
former director of the Health Care Fi-
nancing Administration. Mr. Vladeck
said this. ‘‘While debate about the fu-
ture shape of the Medicare program
rages on around us, tens of millions of
beneficiaries and providers are inter-
acting with Medicare on a daily basis,
often in a suboptimal manner. As these
big picture discussions continue, tak-
ing incremental steps to improve those
interactions can significantly improve
the lives of Medicare patients and the
persons and institutions who serve
them. Our citizens deserve nothing
less.’’

f

NATION’S ENERGY CRISIS
The SPEAKER pro tempore (Mr.

TIBERI). Under the Speaker’s an-
nounced policy of January 3, 2001, the
gentleman from California (Mr. FIL-
NER) is recognized for 60 minutes as the
designee of the minority leader.

Mr. FILNER. Mr. Speaker, we intend
to spend the next hour of the House’s
time in discussing the electricity and
energy crises that are confronting this
Nation today. This has become the
issue that is paramount in the minds of
families all over this Nation. Whether
they live in California, which as in
many other areas has pioneered the
problem, where we have an economy
that is teetering as the prices of nat-
ural gas and electricity and gasoline
hit us, hit our families, hit our busi-
nesses, people see this crisis spreading
to the other parts of the far West, in
the mountain States and now to the
East.
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